Introduction: High quality of medical services is essential to proper healthcare functioning and to achieve aims. High quality of nursing care should have the same characteristics as the whole healthcare system. Although current healthcare systems focus on best quality medical services, the number of adverse events is increasing. It sometimes happens that a patient suffers injuries not due to his/her illness, but because of poorly organised healthcare. Aim of the research: To assess the influence of adverse events and their identification on nursing care quality and to analyse the correlation between patient safety and adverse events identification and reporting. Material and methods: The research was conducted in hospital wards that have and do not have a Certificate of Quality Management System. In the research, the Hospital Survey on Patient Culture prepared by the Agency for Healthcare Research and Quality was used as well as the author's own survey. Results: In the survey, nurses' activities were evaluated in the context of adverse events identification. As the most common undesirable events, the following were considered: discrepancy connected with organisation and administration (35%), medical equipment (24%), hospital infections (23%), medication administration (22%), doctor's (20%) and nurse's (19%) activity, and blood and blood related specimen transfusion (10%). However, these areas were not disastrous. Conclusions: It has been stated that nurses, for fear of disciplinary consequences, are more unwilling to report such events. Therefore, it is essential to introduce legal regulations.
Introduction
The main principle of current nursing, which is based on the nursing process in accordance with the nursing theories in force, is the care of a man/woman and his/her health [1] [2] [3] [4] .
Providing patients with highest quality professional service, adjusted to their needs and expectations, should constitute the main issue in the process of healthcare improvement. Quality in nursing care is one of many crucial elements of healthcare. It concerns the direct interaction between the patient and the nurse. Such care constitutes one of the widest areas of medical services, performed in the closest and most direct contact with a patient.
Currently, quality in healthcare has become a must and constitutes one of the most important issues for healthcare managing institutions and for patients using medical services. It is particularly crucial to take into consideration patients' expectations concerning the quality of the medical services they receive.
The patient should be the most important for the service provider. Medical services that are perceived as high quality should come up to patients' expectations [5] . ISO accreditation and management systems constitute professional assessment of the quality of the services provided to the patients in healthcare unities. At present, more and more healthcare institutions are taking action in order to implement quality management tools.
Nowadays, the priority for the ongoing changes in the Polish healthcare system is providing high quality medical services, in the form of patients' rights -"the Patient has a right to medical services that are provided with diligence by the entity providing services in the conditions established by separate specialist and sanitary regulations" [6] [7] [8] .
It is healthcare units with effectively implemented and well-operated Quality Management Systems that give the patients such certainty.
An adverse event is understood as every single unintentional or unexpected event that could have caused or which caused damage to one or more patients using medical services.
These are the following adverse events that require monitoring and analysis: foreign object left in the operational area, inappropriate patients/place/operated side/operational procedure, catheter-related infection of vascular bed, body injury as a result of operational procedure, sepsis after operational procedure, pulmonary emboli or deep vein thrombosis after operational procedure, suicide in a hospital, wrong medication administration (wrong medication, patient, time, and way of administration), hospital collapses, overdue care provision, reoperation, unplanned, repeated hospitalisation, patient's unauthorised departure from the hospital, assault, rape, or murder, death resulting from delayed medical service, perinatal injuries and deaths [9] [10] [11] [12] [13] [14] .
When analysing the causes of adverse events, there are three questions that need to be asked: 1) What happened? 2) Why did it happen? 3) What can we do to prevent it from reoccurring? 4) We should not however, ask "who is to blame?" [15] .
In the field of adverse events that have occurred, we may enumerate the ones that result from poor work organisation, lack of involvement, and professional burnout [16] .
The main aim of the adverse events reporting system is the improvement of patient safety.
Such systems are called Reporting and Learning Systems (RLS). Reporting data about events matters only when such events constitute the subject of analysis, and when the medical personnel participating in the events receive feedback [10] .
Safety is a key element in the quality of every healthcare system; however, a lack of error monitoring in medical events poses a threat to patients and personnel [17] .
Aim of the research
The main objective of this work is to assess to what extent the quality of nursing care is conditioned by the unwanted events identification and to what degree it depends on the functioning of the quality management system.
In order to analyse the work's main objective some detailed issues were appointed:
-What is the most common kind of adverse event as regards the extent, conditioning, and influence on healthcare system functioning?
-What kind of supervision over adverse event identification should be introduced to make sure that the quality of medical services is in accordance with legal requirements?
-What actions should be taken to lower the fear of facing the consequences after adverse event reporting?
Material and methods
The research has been conducted, in which a group of 364 nurses participated. The research has been car-Studia Medyczne 2015; 31/2 ried out among nurses working in hospitals that have and do not have Certificates of Quality Management System. The method that was used was a diagnostic survey. The research technique was a questionnaire.
In the research the following elements were used: 1. The Hospital Survey on Patient Culture prepared by the Agency for Healthcare Research and Quality. The survey is designed for healthcare workers and is used to assess personnel's knowledge about patient safety issues, medical errors, and adverse event reporting and to inspect opinions concerning the above-mentioned issues in their hospitals.
2. The author's own survey with questions concerning reporting undesirable events, and the safety and quality of the nursing care.
Statistical analysis
The rules of classic statistics were used in order to provide statistical analyses regarding the choice of materials and methods. 
Results
From the data analysis, it turns out that the quality system operates in the majority of examined healthcare system institutions (78%). In only 16% there is a lack of any sort of quality system; however, in 6% of such institutions, the employees do not know of any quality system that works at all ( Table 1) .
The survey revealed a significant statistical difference (p < 0.001) between the awareness of whether quality systems function in the institutions and the presence of a Certificate of Quality Management System in the workplace. Statistically, when compared to other workers, there are more nurses among employees in institutions that have the certificate, who know that the quality system functions in their workplace. Almost all examined people (95%) declared that they could define the terms of adverse event, only 5% of the surveyed said that they could not ( Table 2) .
The survey revealed a significant statistical difference (p < 0.001) between the declaration concerning the ability to define the term of adverse event by the surveyed people and the possession of the Certificate of Quality Management System marked by the healthcare institution. Statistically, when compared to other workers, there are more nurses among employees in institutions that do not have such a certificate, who do not know how to define the terms of an adverse event.
In the analyses, the nurses' opinions were taken into considerations; the ones regarding the link between early identification and prevention of adverse events in the context of patient safety. The majority of people found patients' safety good (61%), and some found it very good (9%); however, two people found the safety excellent (1%). The rest (30%) assessed the safety as negative (30%), i.e. 26% described it as poor and 4% as bad ( Table 3) .
The survey revealed a significant statistical difference (p = 0.004) between the surveyed people's assessment of patients' safety when it comes to the early discovery of an irregularity, and the age of the surveyed nurses. Statistically, when compared to other workers, there were more nurses up to 24 years old and there were fewer nurses at the age between 35 and 44 years, who assessed the patients' safety as excellent or very good. The vast majority of the surveyed people (71%) answered that in their healthcare institutions such adverse events are discussed and analysed in detail by a special team created to prevent recurrence of such adverse events. Seventeen percent of those surveyed answered that such events are discussed and analysed sporadically and/or only in the face of an upcoming external audit. In every eighth case (12%) such events were not discussed ( Table 4) . The survey revealed a significant statistical difference (p = 0.049) between the kind of actions taken to prevent adverse events from recurring and the presence of a Certificate of Quality Management System in the workplace. Statistically, when compared to other workers, there are more people among nurses working in institutions that do not have the certificate, who answered that in their workplace the adverse events are not discussed.
In the analyses, the areas that were taken into consideration were the ones in which the discrepancies are most often identified. The inconsistencies most frequently identified by the nurses were linked with organisation and administration (35%), medical equipment (24%), hospital infections (23%), medication administration (22%), doctors' activities (20%), and nurses' activities (19%). Although the least identified inconsistency was linked to blood and blood-related specimens, such incidents were reported by one in ten persons (10%) ( Table 5) .
The survey revealed a significant statistical difference (p = 0.042) between how the surveyed people identified the inconsistencies linked to blood and blood-related specimens and the possession of a Certificate of Quality Management System by the healthcare institution. Statistically, there were fewer people among nurses working in institutions that did not have the certificate, who identified the inconsistencies linked to blood and blood-related specimens.
In the analyses, the subjective evaluation concerning the appearance of adverse events was taken into consideration. The 1-6 scale was used, where 1 constitutes the lowest value and 6 constitutes the highest one. Nurses evaluated the appearance of adverse events as 3 for the following reasons: the patient (38%), the workplace (36%), communication (30%), equipment (28%), and service provision (30%).
In the situations of adverse incidents that happened, the surveyed nurses took some amending and preventive actions: the majority (66%) reported the patients' injury, giving the date, extent, and kind of injury in the patients' medical history. Only 6% of the surveyed nurses answered that they did not report the patients' injury in their medical history, and as many as 28% of the surveyed did not know if any amending or preventive actions were taken to report the injury in the patient's medical history.
It was noted that 64% of the nurses had been asked to perform doctor's oral or phone orders in a situation that did not threaten the patient's life. To the most common activities inconsistent with their competences but still performed by the nurses, the following ones were included: performing nursing activities ordered by the doctor that were written in the card of orders without authorisation (30%), giving blood and blood-related specimens without required qualifications (25%), and introducing the doctor's orders into the card of orders (24%). Unfortunately, most of the nurses (55%) were not willing to inform their supervisors about the adverse incidents that happened, and as many as 16 % of them did not report such events, because they were afraid of disciplinary sanctions. Only 17% of the nurses reported such events, because they believed that this is in accordance with their professional ethics; however, 13% of them were aware of how important the information about adverse incidents is in the process of the patient's treatment.
Over 55% of the nurses attributed the lack of initiative concerning adverse incident reporting to the policy of their work place. Such reporting does not lead to the perception of the problem occurrence but to the punishment of the reporting person.
The majority of the nurses (64%) positively evaluated patient safety in the context of an early discovery of some irregularity and its prevention. The safety was evaluated as very good or excellent only by 12%; however, as many as 24% of the surveyed evaluated it as poor or bad ( Table 6) .
The survey revealed a significant statistical difference (p < 0.001) between the nurses' age and how they evaluated the early discovery of inconsistencies and adverse events prevention. Statistically, there were more nurses in the age of up to 24 years, when compared to the other nurses who evaluated patient safety as good and/or excellent in the context of early discovery of inconsistencies.
The survey revealed a significant statistical difference (p = 0.021) between the patient safety evaluation in the context of an early discovery of inconsistency and adverse events prevention and the nurses' education. Statistically, there were more nurses with BA degrees, who evaluated the patients' safety as very good in the context of early discovery of an inconsistency.
When it comes to completing reports on adverse incidents that had happened, the surveyed nurses (65%) answered that within the last year they had not completed or handed in any report on the errors and inconsistencies, one in every fourth nurse (23%) had completed 1-2 reports, and 9% of the nurses had completed 3-5 reports. The rest of the surveyed (3%) completed and delivered more than 5 reports on errors and inconsistencies ( Table 7) .
The survey revealed a significant statistical difference (p = 0.003) between the number of reports on errors and inconsistencies completed and delivered by the surveyed nurses within the last 12 months and the possession of Certificate of Quality Management System by the healthcare institution. Statistically, there were fewer people among nurses working in the institutions that did not have a certificate, who answered that within the last 12 months they had completed and delivered 1-2 reports on errors and inconsistencies.
Despite the low percentage of identifying, reporting, and analysing adverse events, especially completing the documentation in force by all the nurses, as documented in statistical data (Hospital Survey Excel Tool 1.5, Azam), where 65% did not report any adverse events, 23% reported 1-2 events, 9% reported 3-5 events, 2% reported 6-10 events, and only 1% reported 11-20 events, nursing care was evaluated positively (Figure 1) .
The research (Hospital Survey Excel Tool) showed that nursing care was in 2% of cases excellent, 46% very good, 43% acceptable, 7% poor, and only 1% constituted the lack of such care or its unacceptable form (Figure 2 ). 
Discussion
The main aim of the carried out research was to evaluate to what extent the quality of nursing care is conditioned by adverse events identification and by the functioning of the quality management system.
The nurses enumerated some of the factors that contribute to adverse incidents occurrence, while they were performing their nursing activities, namely, reduced nursing personnel when compared to the number of performed tasks, inappropriate relations among employees, unclear task division, qualifications, responsibilities, working conditions, time pressure, unsatisfying salary, and unsuccessful cooperation with doctors. They also mentioned that it is common to perform doctors' orders given orally or over the phone. According to the surveyed nurses, all the above-mentioned situations contributed to adverse events occurrence while they were performing nursing activities when treating a patient [18] [19] [20] [21] [22] [23] .
Identification of adverse events in nursing leads to many doubts and misunderstandings. Collecting information about inconsistencies causes mistrust and a feeling of threat.
The basic tool for identification of adverse events in quality management systems is adverse events reports [24] .
The fear of consequences is the reason for the small amount of completed reports on adverse events. The research results can be confirmed in Kutryba's and Czarnecka's research, where the nurses were also afraid to file a report for fear of it being used against them [25] [26] [27] [28] [29] .
As the most commonly given cause of their fear to report adverse events, the Polish nurses mentioned the fear of disciplinary sanctions. In order to create safety, the reporting system should eliminate the feeling of guilt and fear of facing consequences for unintentional actions [30] .
Although the nurses were afraid of the consequences in case of reporting inconsistencies, the majority of them were willing to admit to the occurred situation.
To reduce these fears while reporting adverse events, the key task is to provide information about the importance of such incident reporting, and to introduce, implement, and skilfully apply the tools and methods that will rationally protect nurses and contribute to building a safe working environment [29] .
It can be predicted that in the 21 st century we will face growth in the number of people with many health issues, which will bring social, economic, and political consequences and will have an influence on the kind of medical services provided. It is important to implement a unified system of adverse events reporting, even though we can observe a need to increase the financial means in healthcare in other areas. Such a solution will, eventually, lower the cost of healthcare, guarantee high quality of provided serviced, increase the feeling of safety, and improve the quality of people's lives.
Conclusions
It was observed that adverse events in nursing in the field of performing procedural and care activities constitute a problem and may become a threat to the quality of patient care. In hospitals that possess quality management systems, the identification of adverse incidents by nurses is in accordance with procedures, which has a significant influence on the standardisation of nurses' proceedings. The survey revealed numerous cases of not reporting adverse events by the nurses, which was conditioned by the fear of disciplinary sanctions, which is why it is crucial to create safety in healthcare institutions. It is necessary to introduce legal regulations regarding the tool used to report adverse events in the country in accordance with European Union Regulations. It is crucial to create and introduce educational programs for medical professions, concerning adverse events prevention. As a result, it will ensure patient safety and will guarantee high quality of medical services.
